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Abstract and Keywords 
Background 
Emergency departments have become overcrowded with increased waiting times. 
Strategies to decrease waiting times include time-based key performance indicators and 
introduction of a waiting room nurse role. The aim of the waiting room nurse role is to 
expedite care by assessing and managing patients in the waiting room. There is limited 
literature examining this role.  
 
Methods 
This paper presents results of semi-structured interviews with five key informants to 
explore why and how the waiting room nurse role was implemented in Australian emergency 
departments. Data were thematically analysed. 
 
Results 
Five key informants from five emergency departments across two Australian 
jurisdictions (Victoria and New South Wales) reported that the role was introduced to reduce 
waiting times and improve quality and safety of care in the ED waiting room. Critical to 
introducing the role was defining and supporting the scope of practice, experience and 
preparation of the nurses. Role implementation required champions to overcome identified 
challenges, including funding. There has been limited evaluation of the role.  
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Conclusions  
The waiting room nurse role was introduced to decrease waiting times and 
contributed to risk mitigation. Common to all roles was standing orders, while preparation 
and experience varied. Further research into the role is required.  
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Introduction 
Hospital emergency departments (EDs) continue to face challenges including 
increasing patient presentations1, an aging population2 and limited resources1. As a result 
EDs have become overcrowded and waiting times have increased, contributing to poor 
patient outcomes3 and poor patient and family experiences in the ED4. To decrease waiting 
times a number of strategies have been introduced including time-based key performance 
indicators (KPIs) and the introduction of a waiting room nurse role5.  
KPIs relating to waiting times include overall length of stay in ED and time from triage 
to treatment. The National Emergency Access Target (NEAT) requires that 90% of patients 
are transferred or discharged from the ED within four hours of arrival5. Time from triage to 
treatment is measured against a patient’s clinically relevant waiting time, as determined by 
their triage category. Triage categories indicate urgency of care, based on the patient’s 
presenting condition6. The process of allocating a triage category is referred to as a primary 
triage decision. Secondary triage decisions relate to initiating patient care and patient 
disposition, for example providing analgesia or commencing investigations7. In Australia, the 
five tier Australasian Triage Scale (ATS) is used to allocate triage categories8. The KPI 
requires a percentage of patients within each category to be seen within the allocated time. 
For example the Category 3 KPI requires that 75% of patients in this category must be seen 
within 30 minutes9.  
Decreasing waiting times is a focus of the waiting room nurse role. The nurse in this 
role provides care for patients in the ED waiting room after triage. Aims of the role are to 
assess and monitor the condition of patients’ in the ED waiting room, commence 
interventions early, detect clinical deterioration and improve communication between 
patients, families and staff10.  
There is however, a paucity of literature in relation to the impact of waiting room 
nurse roles on patient outcomes and ED workflow and performance. Existing literature 
identified a lack of clarification about the role, and the support required to make the role 
effective10. The scope of the role has been defined by standing orders, clinical guidelines 
5 
 
and pathways11 which guide decision making12. Those undertaking the role were reported to 
need effective interpersonal communication skills with patients and staff12, 13. While nurses 
reported that the role improved patient care and outcomes,11, 14 there was limited evidence to 
support that the role improved patient outcomes,10 as waiting times and patient length of 
stay12 did not decrease11. Understanding why the role was first conceived and introduced is 
an important initial step in the evaluation of the implementation and effectiveness of the role. 
 
Materials and Methods 
This paper presents the results of a study exploring why and how the waiting room 
nurse role was implemented in Australian EDs.  
  
Design and Sample 
An exploratory approach using key informants was used to address the aim. 
Exploratory designs enable exploration of a phenomenon when little is known about it,15, 16 in 
this case introduction of waiting room nurse roles. Key informants are individuals with a high 
level of knowledge and/or engagement with the topic of interest, and are respected as being 
experts in the field. Purposive sampling was therefore used to recruit key informants17 
relevant to the waiting room nurse role. The authors consulted with emergency nurse 
leaders in key positions in the College of Emergency Nursing Australasia (CENA), the peak 
professional body representing emergency nurses in Australia18, and reviewed published 
literature on the phenomenon to identify six key informants. They held positions of authority 
and had experience in implementing a waiting room nurse role into an ED, and accordingly 
could provide an insider view of role need and development, with reflection and in-depth 
insight into the phenomenon19, 20. 
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Ethical considerations 
This study adhered to the National Statement on the Conduct of Human Research by 
the Australian National Health and Medical Research Council and was approved by the 
supporting university Human Research and Ethics Committee. Key informants were 
recruited via publically available email addresses. Written informed consent was obtained.  
 
Data collection 
Initially six key informants were approached for involvement, and five consented to 
participate. Data saturation was achieved within this sample and no further interviews were 
required21. Interviews were undertaken by the first named author and audio-taped. Three 
interviews were face to face, in a location convenient to the key informant, while two were 
conducted by phone. Interview duration ranged from 13-41 minutes (average 25 minutes). 
Participants were asked to clarify meaning of responses during the interview.  
Semi-structured interviews were conducted using an interview guide. The interview 
guide consisted of six open-ended questions used to seek clarification, explore previous 
answers and ensure that the research aim was met17. This format allowed for uninterrupted 
responses from key informants22. The trigger questions were: (i) what were the reasons for 
ED waiting room nurse role being implemented?; (ii) who performs/ed the role; their level of 
nursing and emergency nursing experience and educational preparation (formal and 
informal)?; (iii) were there any specific preparations prior to commencing in the role (e.g. 
orientation)?; (iv) what are/were the responsibilities and skills to be undertaken?; (v) were 
there any underpinning protocols/governance?; and (vi) was any evaluation of the role 
performed? Prompts were used to refocus key informants where necessary.  
 
Data analysis 
Interviews were transcribed verbatim and responses de-identified. Transcripts were 
analysed separately using thematic analysis, to systematically classify data into categories 
and then themes representing similar meanings. Transcripts were repeatedly read as a 
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whole so that researchers immersed themselves in the data. Exact words or phrases were 
then highlighted and assigned codes, as transcripts were re-read word for word to identify 
emerging concepts. Categories were identified from the codes as relationships and links 
were recognised23, 24. This approach enabled a detailed understanding of key informants’ 
perceptions and experiences of implementing the role23, 25. Emerging categories and themes 
were then discussed by the research team until consensus was achieved26, 27. Each key 
informant was sent a copy of their own interview transcript and a summary of the results, 
enabling them to provide feedback, clarify points, question interpretations and present 
alternate reasons or opinions28.  
 
Results 
The five key informants were experienced emergency nurses who participated in 
policy development and implementation of an ED waiting room nurse role. Their professional 
backgrounds varied across education, ED management and hospital management from five 
metropolitan EDs in two Australian states (Victoria and New South Wales). Key informants 
all had more than 10 years of ED experience, and held positions as Unit Manager, Clinical 
Nurse Consultant, Nurse Educator, Practice Development Leader or Practice Development 
Nurse during implementation of a waiting room nurse role in their ED.  
From the interview data, seven categories (Table 1) were identified which were then 
merged into five themes (Table 2): Expedite care; Three pillars of introduction; Funding 
sources; Challenges to implementation; and Evaluating the benefit. These themes are 
discussed below, with de-identified direct quotes used as exemplars or to clarify issues (for 
example narrative from the first key informant interview is reported as KI 1). 
 
Expedite care 
Providing a nurse in the waiting room to expedited patient care, in particular 
decreasing waiting times. Prior to the introduction of the waiting room nurse role, triage 
nurses performed both primary and secondary triage activities, including initiating analgesia, 
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pathology and radiography requests. These secondary activities contributed to delays as the 
triage nurse was often “too busy triaging and actually couldn’t [attend to secondary triage]” 
(KI 3) requirements. Key informants reported that patients could often spend extended 
periods in the waiting room, “at times … waiting 8, 10 or 12 hours … it just seemed 
unreasonable that any consumer would wait to have a service provided” (KI 1). The aim of 
the waiting room nurse was primarily to mitigate against risk, and improve the safety and 
quality of care delivery. Participants identified that there were “very unwell patients sitting in 
the waiting room for an extended period of time” (KI 2). Extended waiting times were 
considered to pose the greatest risk to care and safety, so the waiting room nurse role “was 
introduced as a strategy to reduce time to investigations and treatment, reduce length of stay 
and promote a collaborative approach to emergency care” (KI 3) and to “assess, monitor, 
[and] intervene if appropriate” (KI 1). 
With the potential for patients’ clinical condition to deteriorate, re-assessment of 
waiting patients was identified as a key component of the role. The waiting room nurse 
needed to be able to “come back and reassess to make sure that their interventions had 
been appropriate” (KI 1) and “identify the deteriorating patient” (KI 2). 
Prior to introduction of the role, extended waiting times resulted in some patients 
being redirected from the ED to seek care at an alternate health care provider, such as a 
general practitioner. The key informants reflected that on occasions, these patients were not 
triaged, and likely not assessed. A number of these “patients were actually quite unwell” (KI 
4) and required care in the ED. Redirecting patients to external services placed the patients 
at risk of adverse outcomes. Risk mitigation, through preventing adverse patient outcomes, 
was therefore a focus of the waiting room nurse role. 
Risk mitigation was also reflected in time related KPIs. Key informants reported that 
prior to the role being introduced, ED staff were finding the performance indicators difficult to 
meet, in particular, the Category 3 KPI. The “KPI for Category 3 patients was sitting in the 50% 
[range]” (KI 4), demonstrating increased waiting times and potentially compromising patient 
care and safety. Introduction of the role allowed care for Category 3 patients to commence in 
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the waiting room. Waiting room nurses “start[ed] work on the category 3 [patients], 
commenced procedures, to speed up the patient journey so [patients] don’t have a long wait” 
(KI 5). This contributed to Category 3 patients “being seen within their allotted 30 minutes” 
(KI 5).  
 
Three pillars of introduction 
Key informants reported that there were three key pillars to enabling the smooth 
introduction of the waiting room nurse role: defining and supporting the scope of practice, 
selecting nurses with appropriate experience and expertise, and preparing nurses to fulfil the 
role. It was imperative that the waiting room nurse role be clearly defined. In defining the 
waiting room nurse role, key informants described how the role differed from that of the 
triage nurse and the Nurse Practitioner. Key informants reported that the waiting room nurse 
was essentially responsible for all secondary triage activities, as well as reassessment of 
patients in the waiting room, “it was a role that was about trying to do the secondary 
assessment, the post-triage assessment, and then try and identify treatment pathways for 
those patients, which included nurse initiated X-ray, nurse initiated pathology, analgesia, and 
ideally then to get those second and potentially third reassessments done in the waiting 
room”. To this end, key informants reported that waiting room nurses required a “range of 
extended activities” (KI 1).  
All key informants identified that standing orders underpinned the extended practices 
performed by the waiting room nurse. In one ED, nurse initiated policies were written in 
collaboration with a multidisciplinary team including emergency physicians, ED directors, 
pharmacy and radiology staff. Another ED developed specific “Category 3 pathways” (KI 4) 
for the waiting room nurse to initiate interventions when these patients could not be moved 
directly into a treatment space. Similarly, another ED adapted a manual of clinical pathways 
from an interstate hospital to meet the particular needs of their department; “each pathway 
had some key [patient] history points, assessment features like red flags and guidelines 
around pathology and potential medications” to be administered (KI 2). In this model 
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“medications were all nurse-facilitated” (KI 3), meaning “the emergency physician still had to 
order the medications” (KI 3). Overall, nurse initiated policies included medications such as 
analgesia and intravenous fluids; procedures including specific pathology and x-ray requests; 
and management of presenting conditions including chest pain and shortness of breath. The 
skill set for nurses undertaking the role included basic life support, cannulation, recording 
and interpreting electrocardiogram, patient assessment and venepuncture. 
Preparation for the role varied across sites. A multidisciplinary model of education 
was introduced in one ED to upskill staff prior to commencing in the role, using an “in-house” 
approach “provided by the emergency physicians, [emergency] nurses, educators and other 
disciplines such as surgeons and radiologists” (KI 1). Workshops including scenarios to 
discuss clinical pathways, any potential clinical risk and communication including “patient 
satisfaction, effective communication and therapeutic relationships” (KI 3) were used in 
another ED. The workshops also covered “the role, the Clinical Nurse Specialist role, and 
the Nurse Practitioner role and how they were different” (KI 3), as well as “Nurses Board 
scope of practice guidelines that were in place at the time [and] … the Drugs and Poisons 
Legislation” (KI 3). No formal preparation was provided in one ED, based on the premise that 
nurses undertaking the role were working within “their [Registered Nurse] current scope of 
practice” (KI 5).  
There were varied views on the level of experience required by those performing the 
role, with the only consensus being that the position required a Registered Nurse (RN) skill 
set. The majority of key informants identified that the role required an experienced RN who 
did not necessarily need triage preparation; that is “not really junior, … some experience” (KI 
2); “didn’t necessarily have to be a highly experienced nurse … somebody capable of doing 
some interventions without requiring assistance” (KI 5) and “didn’t necessarily have triage 
experience, but needed to be a senior decision-maker and be able to work autonomously” 
(KI 4). One key informant stated that they “preferred that the waiting room nurse could not 
triage, so that they were not tempted to fall back into that role” (KI 4). Conversely, one 
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setting required a “postgraduate prepared emergency nurse with the level of decision-
making required of triage nurses” (KI 3).  
Level of experience was linked to efficacy of the role. Less experienced nurses 
“didn’t see as many patients quite as quickly” (KI 2). Ensuring that the “right people were in 
the role” (KI 5) was also important for effective communication. The role was identified as 
being “ideal to facilitate good communication” with those in the waiting room (KI 5) and the 
multidisciplinary team in the ED. The waiting room nurse needed to be able to communicate 
with the “nurse in charge if they felt that the patient needed to come … into a [treatment] 
area” (KI 2) and “liaise with the triage nurse” (KI 2) if they felt the patient’s condition had 
changed. Effective communication with medical staff was also identified as a key skill. 
 
Funding Sources 
Key informants reported that initially, there was no funding to support the waiting 
room nurse role, and therefore was resourced by “internal funding” (KI 5) from existing local 
hospital and ED budgets, and which “was not necessarily ongoing funding” (KI 5). The 
significance of the role was highlighted in the late 2000s when the New South Wales State 
Government allocated additional specific funding for the role. One participant noted that the 
“initiative was brilliant in providing resources to actually make and sustain the model” (KI 1). 
In Victoria, funding for the role did not change and remained the responsibility of the ED and 
healthcare networks. Despite a lack of dedicated funding for the waiting room nurse role, it 
continued in a number of departments due to the leadership and vision of ED managers and 
advocates.  
 
Challenges to implementing 
Challenges identified with implementing the role, included role confusion and conflict 
within both the nursing team and the multidisciplinary team. In one model, despite the 
expectation that the triage nurse and the waiting room nurse “would work in synergy with 
each other” (KI 5), some conflict was identified. This seemed to arise as a result of a ‘waiting 
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room nurse list’, which the triage nurse completed to inform the waiting room nurse of any 
care needs identified during the triage process. The intention of the list was to improve 
communication, and therefore patient care and outcomes, however, some waiting room 
nurses “felt that the triage nurse was telling them how to do their job” (KI 4) when using this 
list.  
Role confusion was also identified, in particular, around where triage finished and 
subsequent emergency care began. There was a perception that “most emergency nurses 
[understand] where triage stops and emergency care begins” (KI 3). Medical staff were 
identified as often not understanding the role, particularly in relation to the difference 
between primary and secondary triage activities. Medical staff were reported to direct 
requests for secondary triage activities to the triage nurse, rather than the waiting room 
nurse. To address this, one key informant described the work undertaken to ensure the role 
was “acceptable to medical staff” (KI 1). 
 
Evaluating the benefit 
Limited evaluation of the role had been undertaken. Monitoring “as opposed to any 
formal evaluation” (KI 5) occurred in three EDs, and it was reported that “Category 3 patients 
[were] seen in a more timely manner” (KI 2). One ED reviewed the number of patients who 
left before being seen by a medical practitioner (recorded as ‘did not wait’), and found “no 
reduction” (KI 4). This was attributed to the fact that “did not waits traditionally [occurred] 
later in the night and overnight” (KI 4) when the waiting room nurse role was not operational. 
Studies examining nurse initiated diagnostics and treatment, and the waiting room nurse role 
compared to other advanced practice roles in ED were reportedly undertaken at two sites. 
 
Discussion 
This study provided an insight into the introduction of a waiting room nurse role, from 
the perspective of key informants involved in the initial implementation of the role in five 
metropolitan EDs across Victoria and New South Wales. Findings demonstrated that the role 
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was introduced to mitigate risk and improve the quality and safety of patient care by 
expediting care delivery in ED waiting rooms. The use of standing orders to guide practice 
were common at each site, although preparation for the role and level of experience varied. 
Implementation challenges included role conflict and confusion, as well as funding sources.  
Unreasonable waiting times, risk of adverse events and meeting ED performance 
KPIs were reasons identified for implementing the role. While one aim of implementing the 
role was to expedite care and therefore limit length of stay for patients presenting to the ED, 
there was no evidence from the key informants that this was formally evaluated. However, it 
is well documented in the literature that increased waiting times are associated with 
increased length of stay, patient deterioration and increased mortality29-32. One group of 
particular concern, as highlighted by key informants, were Category 3 patients (‘urgent’; to 
be seen within 30 minutes of arrival, may be clinically unstable with potentially life 
threatening conditions)8. Category 1 patients (immediately life threatening condition, need to 
be seen immediately)8 and Category 2 patients (critically ill, need to be seen within 10 
minutes of arrival)8 are generally transferred directly into the treatment areas. During busy 
periods, this may result in Category 3 patients being left waiting for a treatment space, 
despite having a potentially life threatening condition. Without frequent re-assessment, 
deterioration in this group of patients may not be detected until the patient is critically unwell. 
The waiting room nurse role can potentially identify patient deterioration earlier, playing a 
role in risk management and risk mitigation in the ED waiting room33. Further research is 
therefore required on the effect the role has on waiting times and risk mitigation. 
Variation in experience, preparation, roles and responsibilities were described by key 
informants at the different sites. This was also found in the wider literature with experience 
ranging from a minimum two years emergency nursing experience and completion of an 
orientation program, through to being a post graduate prepared triage nurse with advanced 
assessment and conflict resolution skills10. Of note, there was no evidence of a standardised 
approach for preparing nurses for the role in the literature. Local policy determined all 
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aspects of the role including title, with some settings referring to the role as the Clinical 
Initiative Nurse (CIN). These findings were similar to published literature10. 
Interestingly, key informants commonly used the terms advanced practice and 
extended practice when referring to the role. This ambiguity in terminology is also identified 
in the literature due to the absence of clear and concise definitions10. There is no defined 
level of experience or educational qualification for the waiting room nurse role. Further 
research is therefore required to determine the level of experience and preparation required 
of those undertaking the role to maximise efficacy and risk mitigation. 
One of the challenges to the introduction of the waiting room nurse role, was the role 
conflict generated both between the triage nurse and waiting room nurse, and between 
disciplines. This was evident prior to implementation, when a key informant identified that the 
role had to be acceptable to medical staff and did not encroach on their roles and 
responsibilities. This concept, known as ‘territoriality’, occurs when individuals, professions 
or organisations defend their area of responsibility (territory) against a perceived threat34, 
35.Territoriality can result in a power struggle that sees limited resources and energy used to 
fight against each other, rather than collaborating and working together to achieve a 
common goal34, 35. The solution to these conflicts was to ensure the role was developed in 
collaboration with other members of the ED team. This was evidenced by the use of a 
multidisciplinary approach to write policy and educate nurses prior to commencing the role.  
While evaluation is key to establishing the effect of the role on quality of care and 
safety for patients in the waiting room, limited formal evaluation had been undertaken. This 
was also reflected in the published literature where study designs and methods varied10. 
There is a need for further research evaluating the scope and effect of the waiting room 
nurse role. 
 
Study strengths and limitations 
A number of strengths and limitations are noted. Data saturation was achieved within 
the sample size. Although duration of the interviews was relatively short, adequate time and 
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use of silence was provided to enable considered responses. Trustworthiness of the 
research was established through trust value, applicability, consistency and neutrality26, 27. 
Trust value was undertaken through member checking, specifically obtaining feedback from 
the key informants, on the findings to ensure that data had been interpreted correctly26, 27. 
Applicability was achieved as rich, descriptive data is provided allowing for comparison26, 27. 
Consistency was achieved as all data from key informants was included in the findings, 
given equal weighting28 and emerging themes were discussed within the research team26, 27. 
Finally, neutrality was achieved as bias was considered by the researchers26, 27. Investigator 
bias was considered; to prevent hypotheses confirmation bias, the interviewer set out to 
maintain an objective position, and conclusions were drawn from consensus within the 
research team28. Consistency and coherence was evident from key informant responses, 
limiting any risk of bias. To decrease elite bias and concrete bias, responses were re-
examined to ensure that an emphasis was not placed on any specific key informant28. Finally, 
there was no attempt to compare how the role currently operates or varies across 
jurisdictions, including title, scope of practice or underlying policy. 
 
Conclusion 
Key informants identified the reasons for introducing a waiting room nurse role. Key 
informants identified that the role was introduced to provide safe, quality care in ED waiting 
rooms and potentially play an important role in risk mitigation. Standing orders and policies 
were consistently used to define the scope of the role. However, preparation for the role, and 
the level of experience required, varied. In implementing the role emergency nursing leaders 
faced challenges of role conflict and confusion, and a lack of funding. Key informants 
reported limited formal evaluation of the role.  
Based on these findings and the related literature, further research into this role is 
needed. Recommended topic areas include the extent to which the role is utilised in the 
clinical setting, including any variations within or across jurisdictions; patient and relative 
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perspectives on the role; the impact the role has had on patient waiting times; and 
examination of KPIs and risk mitigation.  
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